MISSOURI DIVISION OF HEALTH ;STANDARD CERTIFICATE OF DEATH MO 3—041 94

DEPARTMENT OF FUBLIC HEALTH AMD WELFARE o 0231

DO NOT WRITE AMENDED Regisration District No _Primary Registration District No. --1-%3___Regim-r'| NOw e
ON THIS 5TUB

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a, COUNTY a. STATE b. COUNTY admission}
b. Cl [{] s% T tl it SH1 ¥) L h a in ib c. C nsida Limif:
h‘ fov & Co) ate Jim l, TOWNSHIF, onl engtl LETH . CITY Insid
’f l ¥ Limits

SSO OR
ToWN St, Louis Yes 3 No []

_FULL NAME OF (If NOT in b E, L, H Al Inside Limi } ; i i i
< FULL MANE 2 (RAﬁ" 1, g ﬁpbogﬁ,r nside Limita d EIT)%EIEETSS [If cutside, Qive location) Reside on Farm
INSTITUTION Yeo ¥ No[] h961 Laclede Avenue., Yor [0 NeXJ

3. NAME OF DECEASED Firss Middle Laat 4 DATE Month Day
(Type or print} - . OF
ir LKATE . KRUEGER DEATH Oct. 11, 1963

5. SEX & CCOLGR OR RACE 7. Married [T Never MnrriedE ATE OOF BIRTH | ¥- AGE {last binthday) | IF UNDER I"YEAR __IF UNDER™24 HR

Female White Widowed [] Diverced [] 1 10 1899 6h Montha | Days Hours ]'T

10a. USUAL OCCUPATION [Give kind of work dong | 100, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHFLACE (City and sfatm or cowntry) | 12. CITIZEN OF WHAT COUNTRY

uging mpst of worlun Ilfe, aven if retired)
Retired Sec John Barlow Jersey County Illinojgs . UsS.A.
i3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

V5 300
Rev. 4/59

Year

T [DATE AMENDED

Charles Krueger Elizabeth Krause Nil
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Addrens
(YN.onn, ar unknown]l [Hf yes, giveNflw dates of servi

Russell Roach, Jerseyville, Illinois,

18. CAUSE OFF‘:EATH {Entar only one cause per ling ‘wr—eppoy oo sy INTERVAL BETWEEN

RT 1. DEATH WAS CAUSED BY: ACUTE MYOCARDIAL INFARCTION IR A

IMMEDIATE CALUSE {2)

DOCUMENT

Conditions, if any, OUE TO (b}

ARTERTOSCLEROTIC HEART DISEASE
which gave risa to

above cause (a), ' %30 . a
1ating tha under-
lying  <ouse lasr. DUE TO {c)

PART 1I. OTHER SIGMNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not relsted 1o the terminal PART 1L If decosted was  female  was
disease condition given in PART | (a) thars a pregnsncy in lasy 90 days.

I O Yes IﬁND I E] Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 06, DESCRIBE HOW INJURY OCGURRED. (Enter nature of injury in PART | or PART ] of item 18.)
PERFORMED? (] o )
YES [ NOXX

20¢. TIME OF Hou Month, Day, ‘I'eari

INJURY a.m,
p.m.

20d. INJURY QCCURRED e, PLACE OF INJURY [e.g., in or about home, | 20f. Q1TY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ -farm, factory, strest, office bldg., efe.)

NOT WHILE AT WORK ] . . _
SAprit 19 —_Uct, 11, 1963 her Oct. II, 1963

and last saw hiem alive on

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21, | sHended the dacauegfrnm_

15 PM

Death occurred at m on the date stated sbove, snd 1o the best of my knowledge, from the causes stated.

22a. SIGNATURE {Degres ar title) 22b. ADDRESS fbDiTgﬂggD
’

St/ BARNES HOSPITAL

73a. BURLAL, [ 2;5- DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Gily, rown, ar county] [S1ate)
REMOVA (s -Fv)

Remov /15/63 Oak Grove Cereter

24, FUNERAL DIRECTOR ADDRESS 25. DA T, iiCAﬁﬁa

Gubser Funeral Home, Jerseyville, Illinais

(Licensed Embalmer's Statement an Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER
L R

- ~ . =
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : 7 Student Embalmer No.__-

-

working under my personal supervision.

Student . ‘ Signedv \M )/VI W%/

Signatura of Student Embalmer !
Licensed Embalmer No. ‘3 7%7

- o P. O. Address
oL . - - : ' ya

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o comply
with the above constitutes grounds for revocation of license}. gy

If embalmed by a-STUDENT, he also shall sign in his OWN handwriting.

if this body is not embalmed, fact should be so stated above,




